Multidisciplinary Response to Amniotic Fluid Embolism
Background A mniotic fluid embolism (AFE) occurs in approximately 10 per 100,000 births. Although it is rare, AFE remains among the top five causes of pregnancy-related deaths in the United States. It is crucial for hospitals to have a prepared, multidisciplinary team in place to optimize maternal and neonatal outcomes. The following case is an exemplar of a remarkable maternal and neonatal outcome from a rapid response to an AFE emergency.
Case
A 41-year-old gravida 6, para 5 woman with type 2 diabetes and no prenatal care was admitted for preterm premature rupture of membranes at 34 4/ 7 weeks gestation. She gave birth via cesarean because of breech presentation. Immediately following birth, the woman became unresponsive, hypoxic, bradycardic, and hypotensive. The anesthesiologist quickly intubated her in the operating room, and the team performed resuscitative measures. Subsequently, she was transferred to the medical ICU. The woman's nurse noticed her incision dressing was saturated and increased surveillance, which included labs every 4 hours. The woman developed disseminated intravascular coagulation and required multiple blood transfusions. A computed tomography angiogram was consistent with AFE, and her echocardiogram showed acute right heart strain. The woman did well and was discharged on postoperative day 6 with instructions to follow up at the clinic. The newborn was discharged from the NICU with no complications.
Conclusion
This case illustrates how quickly AFE can develop and how a multidisciplinary team response can improve outcomes. It also highlights the need for health care team members to be trained on how to respond in an emergency.
Noncompliance With Recommended Care in a Pregnancy Complicated by Severe Fetal Anomaly
Background P renatal care noncompliance is often the result of any number of psychosocial, financial, or personal obstacles. Successful identification of barriers along with a comprehensive team that communicates and plans with the woman are critical factors in overcoming these challenges.
Case
A 27-year-old gravida 7, para 5 woman planned early in the pregnancy to place her baby for adoption. Her second trimester scan revealed significant brain anomaly. She was referred to a local maternalfetal medicine specialist who diagnosed hydranencephaly and referred her to the Center for Fetal Diagnosis & Treatment (CFDT) at the Children's Hospital of Philadelphia. After her initial call to a fetal therapy coordinator, the woman canceled or did not present for appointments five times. Through the collaborative efforts of a local adoption agency, the CFDT care coordinator, and the Perinatal Palliative Care and Bereavement Program, the woman presented for care and birth at Children's Hospital of Philadelphia. Care included genetic counseling, ultrasound, fetal echocardiogram, and fetal MRI. Imaging showed hydranencephaly, mid-face hypoplasia, right coloboma, left anophthalmia, and cleft lip, all of which caused concern for aneuploidy. The woman had a comprehensive multidisciplinary consultation and birth was planned with the Perinatal Palliative Care and Bereavement Program. She had a vaginal birth and the newborn lived for nearly 3 hours.
Conclusion
The combined efforts of medical providers, fetal coordinators, and a perinatal palliative care team are necessary to assure care compliance and positive care perceptions in women who experience the distress of severe fetal anomaly.
